MEthodS:
A 22-question electronic survey was sent out to all nursing staff at three sampled hospitals that manage microsurgical patients. Statistical analysis was per-formed to identify factors that predicted aptitude, comfort, and deficiencies in the treatment of microsurgical patients.
RESultS:
Of the 160 registered nurses sampled, 106 completed the survey completely (66%). A total of 59 nurses worked at a tertiary care academic institution (55%) and the remaining 47 nurses worked at one of two community hospitals (45%). Regardless of whether the provider self-identified as a critical care or floor nurse, nurses from an academic medical center were significantly more comfortable with their ability to care for microsurgical patients when compared with their community medical center counterparts (p < 0.05). Furthermore, regardless of whether the provider self-identified as a critical care or the hospital setting where they worked, nurses with greater than 5 years of experience were significantly more comfortable with their ability to care for microsurgical patients when compared with nurses who had less than 5 years of experience (p < 0.05).
There was no correlation with comfort level and the ability to interpret various postoperative flap-monitoring technologies between intensive care unit nurses and floor nurses. Conclusions We have identified that nurses with less than 5 years of experience or nurses in a community setting may be less comfortable with the care of postoperative microsurgical patients, especially if newer flap monitoring technologies are employed.
CoNCluSioNS:
We have identified that nurses with less than 5 years of experience or nurses in a community setting may be less comfortable with the care of postoperative microsurgical patients, especially if newer flap monitoring technologies are employed.
Three Alternatives for Head and Neck Reconstruction in the Absence of Recipient Vessels
Mouchammed Agko, MD; Pedro Ciudad, MD, PhD; Federico Lo Torto, MD; Oscar Javier Manrique, MD; Hung-Chi Chen, MD, PhD iNtRoduCtioN: Head and neck reconstruction in the context of previous irradiation or recurrence after previous ablation and reconstruction poses a difficult problem. Extending the vascular reach with use of vein grafts is commonly employed in an attempt to circumvent the absence of readily available recipient vessels.
PuRPoSE:
Explore the benefits and limitations of three reconstructive options that can provide a reliable alternative in this challenging situation.
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MEthodS: For pharyngoesophageal reconstruction in a vessel-depleted neck, we have reliably transferred a pedicled ileocolon flap (terminal ileum, cecum, ascending colon and proximal transverse colon) based on the left ascending colic artery. After transection of the segment, the cecum reaches the oropharynx for an end-to-end anastomosis. The distal end of the proximal transverse colon is anastomosed to a Roux-en-Y jejunal loop. Intestinal continuity is reestablished by anastomosing the terminal ileum to the distal transverse colon end-to-end.
When the back-up transverse cervical and thoracoacromial vessels are depleted, the internal mammary vessels are an alternative as a recipient site. However, if the pedicle of the flap cannot reach the chest, a free forearm flap (FFF) can serve as a reliable arterial cable bridging the gap. The advantages over the conventional vein graft are multiple:
1. A FFF can he hung in the air, both decreasing waste of length and bypassing a contaminated neck. 2. The large artery is more reliable than the vein graft, which has less tolerance to the high arterial pressure and is more prone to vasospasm. 3. The surgery can be done in two stages, first the FFF and then the proposed flap, thereby ensuring definitive reconstruction.
Finally, an extended latissimus dorsi flap can provide another pedicled option for head and neck reconstruction. An appropriate size skin paddle is designed most distally from the axilla in the lumbar region. The flap is then based on a skeletonized thoracodorsal/subscapular artery with division of the serratus and circumflex scapular vessels. This allows the flap to reach as high as the lower two thirds of the face.
CoNCluSioN:
In a hostile neck, alternative strategies to traditional vein grafting are a desirable addition to the armamentarium of a reconstructive surgeon. Pedicled ileocolon flap, FFF vascular bridge and extended latissimus dorsi flap are safe solutions to difficult problems. We investigated a novel conservative treatment using the IV-3000 (Smith and Nephew) semipermeable dressing, a ubiquitous medical supply. The dressing allows the fingertip to heal by secondary intention, creating a wound microenvironment with a high rate of moisture transmission and limited re-traumatization.
